An analysis of the age at first presentation was undertaken in patients with ankylosing spondylitis and mechanical back pain seen at the London Hospital department of rheumatology between 1952 and 1983. There was a significant positive correlation with the calendar year of presentation in the patients with ankylosing spondylitis but a negative correlation in those with mechanical back pain. An increasing age at presentation in ankylosing spondylitis is likely to be due to an increasing age at disease onset-all anticipated biases would act in the opposite direction. This observation in a prospective study supports the findings of other studies using different epidemiological techniques. 1952 and 1983 and were entered in a diagnostic register. Data on the date of presentation, sex, date of birth, and diagnosis(es) were entered on the patient's first visit to the clinic. Further diagnoses were added if made at subsequent clinic visits. The register began in 1971. The date of the first presentation of earlier patients to the clinic was entered as these patients reattended.
There has been a series of epidemiological studies from developing countries suggesting that a significant proportion of patients who develop ankylosing spondylitis do so before the age of 16 .1' Most of these patients have been identified by a retrospective analysis of clinic records of patients attending tertiary referral centres. Similar studies from western centres, some undertaken over 30 years ago, have found that a smaller proportion of these patients develop juvenile onset ankylosing spondylitis.9 A recent study of patients from a British self help group (The National Ankylosing Spondylitis Society) suggested that the age of onset of ankylosing spondylitis is also increasing in the United Kingdom.'0 This conclusion was subsequently questioned because the influence of left censoring on the data was not considered. " 12 This effect is likely to have been small on the later cohorts in the study, as the age of onset of ankylosing spondylitis continued to increase up to the last cohort studied . There is a need, therefore, for a further evaluation of data to determine whether the age of onset of ankylosing spondylitis is increasing. 13 One diagnostic code was used for ankylosing spondylitis and all these patients were included in this analysis. Patients with mechanical back pain were entered as lumbar spondylosis, backache, or back: soft tissue pain. Patients with these codes were combined as 'mechanical back pain' and a one in ten random selection of patients was taken because of the large number of patients in this diagnostic category. Data were retrieved from the register and the current analysis was undertaken using The Smart integrated software'5 and Instat'6 packages. Patients were grouped into three cohorts based on the year of presentation. The relationship between the year and age at first presentation for the two diagnostic categories was assessed using a Pearson correlation coefficient. A p value of less than 0-05 was regarded as statistically significant. and it thus avoided the left censoring and ascertainment biases of these studies.'2 There has now been a series of independent studies (cross sectional, cross cultural, and prospective), which have all shown a similar trend of an increasing age at onset of ankylosing spondylitis either with time in Britain or on moving from developing to developed countries. This suggests that environmental factors which may trigger this disease are changing. Either the triggering 'pathogen' has been modified, the susceptible host is being exposed at a later age, or both processes may be occurring. It has been suggested that the changing incidence of rheumatoid arthritis is due to changing patterns ofthe carriage ofmycobacteria in the gut of patients from different countries. '8 The same argument may also apply to ankylosing spondylitis where there is strong evidence that the triggering pathogen in this disease is enterically acquired.'9 The organism may not be a mycobacterium. Other possibilities include salmonella, yersinia, or klebsiella organisms.
Results
The marked increase in referrals and decline in the mean age at referral of patients with mechanical back pain may have been due to a change in referral patterns of patients with back pain as discussed previously. Conversely, this may be indirect evidence that mechanical back pain has been increasing in severity at a younger age in patients in the United Kingdom. The available data does not allow us to distinguish between these two alternatives.
In conclusion, over a 31 year period at the London Hospital rheumatology clinics there was an increasing age at presentation of patients with ankylosing spondylitis. We anticipated that because ofan improvement in rheumatology services and earlier referrals, the age at presentation would fall. This was observed in patients with mechanical back pain. The increasing age of presentation in patients with ankylosing spondylitis is best explained by a rising age at onset of this condition and supports the conclusions of other studies.
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